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Revision: HCFA-P¥-86-20  (BERC) :i::cyllﬂT 3.1-B

SEPTEMBER 1986 - - OMB Fo. 0938-0193

State/Territory: ILLINGIS

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED

KEDICALLY NEEDY GROUP(S): All ~ Specified C of Attachment 2.2-2
The following ambulatory services are provided. tﬂ?éhy,”’
.Hospital outpatient and emergency room visits igfdfﬂf;ia .
.Clinic, including Rural health . ¥ é’@ / Y
.Physician ’ ”é{
.Podiatric
.Chiropractic

.Other practitioners (psychiatrist; speech, occupational, physical
therapists; and registered nurses)

.Home Health Agencies

.Prescribed Drugs

.Dentures, eyeglasses, prosthetic devices ~

.Durable medical equipment and supplies

.Laboratory and x-ray

. EPSDT

.Transportation

.Dental

*Description provided on attachment.

“n"-ﬂﬂ;ﬁ_ e
Supersedes " Approval Date Bffective Date 1-1-90

¥o. 87-4
W ¥o Y //7 (2 HCFA ID: 0140P/01024




Revision: HCFA-PM-91- & (BPD) ATTACHMENT J.1-8
AUCUST 1991 Page 2
CMB No. 0918-

State/Territory: [LLINOIS

AMOUNT, OURATICN, AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S):

l. [npatient hospital services other than those provided in an
{nstituction for mental diseases.

[ XProvided: {_/No limitations /A/with limitationss

2.a.0utpactient hospital services.
(X/pProvided: [_/No limitattons (K7with limitationss

b.Rural health clinic services and other ambulatory services
furnished by a rural health clinic.

X /Provided: L_/No limitations /Z/With liaitationss

J. Other laboratory and X-ray services.
L‘_7 Provided: L_/. No limitations Lﬂwlth limitationse
¢.a.Nursing facility services (other than services in an institution for
mental diseases) for i{ndividuals 21 years of age or older.
(X/Provided: [/ _/No limitations /A/wWith limitationse

b.Early and periodic screening, diagnostic and treataent services for
{ndividuals under 21 years of age, and tresatment of conditions found.

c.Tamily planning services and supplies for individuals of
childbearing age.

/X/Provided: (FNo limitations /_/With limitationse®

*Description provided on attachment.

muo'—ﬂ-ﬂ-&_ - -l -
Sup.tl.d.%l . Approval Date (2:;22{ Q%y' Effective Date _4-1-93

“ "o. -
: HCFA ID: 79068

*c. Federally qualified health center (PQHC) services and other
ambulatory services that are covered under the plaa and furnished by

an PQHC in accordance with section 4231 of the State Medicaid Manual
(HCFA-Pub. 45-4).

~ v

7X7 Provided: X7 Ro limitatiomns** /7 with limitatious
*% Limitations for participation in Healthy Moms/Healthy Kids are defined

the Appendix.

in



Revision: HCFA-PM-g3.5 - (MB) ATTACHMENT 3.1-B
Page 2a

MAY 1993 OMB NO:

State/Territory: _ ILLINOIS

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED MEDICALLY NEE§Y5
GROUP(8):

S.a. Physicianse' services, whether furnished in the office, the
patient's home, a hospital, a nursing facility, or

elsewhere.

Provided: No limitations X With limitations*

b. Medical and surgical services furnished by a dentist (in
accordance with section 1905(a)(5)(B) of the Act).

Provided: No limitations X With limitations:

*Description provided on attachment.

No. 93-27
Approval Date /O—/Z—?Z Effective Date 7-1-913

.persedes
N No. 93-2
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Revision: HCTA-PH-86-20 (BERC) ATTACHMENT 3.1-B

SEPTEMBER 1986 Page )
OMB No. 0938-0193

State/Territory: _ILLINOIS'

AMOUNT, DURATION AND SCOPE_OF SERVICES PROVIDED
MEDICALLY WEEDY GROUP(S): A1l - Specified ip Item C of Attachment 2.2-4

6. Medical care and any other type of remedial care neé;niud under State
law, furnished by licensed practitioners within the scope of their
practice as defined by State law.

a. Podiatrists’ Services Wf
(5 Provided: /7 Mo limitations A7 wWith limitstionst /0”[

b. Optometrists® Services .

Q-L-I- Provided: [_-_7 No limitstions E With limitstionst

¢. Chiroprasctors*® Services
E Provided: L:_7 No limitations 1}9’ With limitations*

d. Other Practitioners’ Services
_1:7 Provided: L—I No limitations 7/ With limitations®
7. Home Health Services
a. Intermittent or part-time nursing service provided by a home health

agency or by a registered nurse when no home health agency exists in
the area.

(% Provided: // Mo limitations X/ With limitationst
b. Home health aide services provided by s home health agency.
ﬁ?’ Provided: /_/ o limitations gg—/ With limitstions*

c. MNMedical supplies, equipment, and sppliances suitadle for use in the
homs.

é-; Provided: /_/ DNo limitations )(:7 With limitations®

d. Physical therapy, occupational therspy, or speech pathology and
audiology services provided by a home health agency or medical
rehabilitation facility.

A/ Provided: [/ o limitstions /X/ With limitstions*

*Description provided on attachment.

-

T¥ No. _90-4 '
Supersedes ~ Approval Dste J_&?ﬂ Bffective Date 1-1-90
Y Bo. . 87-4 —

HCFA ID: 0140P/01024



Revislca: NCPFA-PN-84-20 (BERC) ATIAQOENT 3.3.p

- -

State/Territory: _ILLINOIS

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDRD
MEDICALLY WERDY GROUP(S): _A)] -~ Specified in Item C of Atfachment 2.2-A

8. Private duty nursing services.

(%7 Provided: /7 Bo limitations (X7  with limitstions®

9. Clinic services.

ﬂ Provided: g:l' No limitations @ With limitationst

10. Dental services.
(T rProvided: £/ o liaitations % with limitationst

11. Physical therspy and related services.
a. Physical therspy.
(W Provided: [/ Bo limitstions X/ vith liaitationst
b. Occupational therspy.
(% Provided: [/ o limitations /%  With lialitstionst

c. Services for indlividuals with speech, hearing, and language disorders
. provided by or under supervision of s speech pathologist o¢ sudiologist.

/7 Provided: [/ o llaltaticas /¥  With limitatloas®
12. Prescrided drugs, dentures, and prosthetic devices; and eyeglasses
prescrided by s physician skilled in disesses of the eye or Dy an
optometrist.
s. Prescrided drugs.
LY vProvided: (/7 Mo lmitations A7 with liaitationst
b. Dentures.
&7 Provided: (7 Vo limitations /{/ With limitstionst
*Description provided on sttachment.

TH No. _9)1-2

Suporudsul Approvsl Date _Zf'zZéﬁ Rffective Date _1-1-91
™ Neo.

HCFA ID: 0140P/01024
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Dreren,

Revision: MHCPA-PN-86-20 (BERC) - ATTACIENT 3.1-3
SEPTIMBER 1986 Page $

OB Fo. 0938-0193

State/Territory: TLLINQIS

AMOUNT, DURATION AND SCOPR OF SERVICES PROVIDED

MEDICALLY WEEDY GROUP(S): _All - Specified ip Item C of Attachmen:

2-2-A

13.

c.

14,

b‘

Prosthetic devices.

J Provided: [ _/ No limitations ﬁ-;. With limitstions®

Eyeglasses.

[¥ Provided: [/ Bo limitations X/ With limitationst

Other diagnostic, screening, preventive, and rehabilitative services,
i.e., other than those provided elsevhere in this plan.

Diagnostic services.

K/ Provided: [/ Mo limitations [ /. With limitations®

Screening services.

Li/- Provided: /[ / Bo limitations 4/ With limitationsx

Preventive services.

_lj(l. Provided: /;7 Bo limitations dL_/ With limitations®

Rehabilitative services.
J Provided: [:7 No limitations @ With limitations®

Services for individuals age 65 or older in institutions for mental
diseases.

Inpstient hospital services.
7

_,_"X,' Provided: [27 No limitations /_ With limitationsx

Skilled nursing facllity services.

/}7 Provided: L-_7 No limitations E With limitationsx

*Description provided on attschment.

™ No. _9I-6 )
Supersedes Approvu Datc : : Bffective Date +/1/91
ﬂ ¥No. ﬂi". b Tolsdms L

e - - HCFA ID: 0140P/01024



REVISION: HCFA-PM-86-20 (BERC) ATTACHMENT 3.1-B
SEPTEMBER 1986 - Page 6

QMB NO. 0938-0193

State/Territory: Illinois

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S): All - Specified in Item C of
Attachment 2.2

a. Intermediate care facility services.
IXI Provided: I:I No limitations IZI With limitations
15. a. Intermediate care facility services (other than such services in an
institution for mental diseases) for persons determined in accordance
with section 1902(a)(31)(a) of the Act, to be in need of such care.
IZI Provided: I:I No limitations IZI With limitations
b. Including such services is a public institution (or distinct part
thereof) for the mentally retarded or persons with related conditions.
IEI Pré&ided: I:I No limitations IXI With limitations
16. Inpatient psychiatric facility services for individuals under 22 years
of age.
IEI Provided: I:I No limitations IEI With limitations
17. Nurse-midwife services.
IEI Provided: I:I No limitations IEI With limitations
18. Hospice care (in accordance with section 1903(a) of the Act).
I}E Provided: I:I No limitations ]EI With limitations
I:I Not Provided
i ]
&
*Description provided as attachment. i 3
IR No: 25-18 MR 22
Supersedes Approval Date - Y pffective Date 1Q-26-95
TN No: _95-15 HCFA ID: 0140P/0102P



Rev.s.on: HCFA-PM-94-7 (MB) ATTACHMENT 3.1-8
SEPTEMBER 1994 Page 7

S-azes/Territery: I11linois

AMOUNT, DURATION, AND SCOPE OF S$IRVICES PROVIDED
MEDICALLY NEEDY GROUP(S): A - specified in [tem C of Attachment 2.2-A

19. Case manajement services and Tuberculoeis related secrv.ces

a. Case management services as defined in, and tc the group specified in,
Supplement 1 to ATTACHMENT 3.1-A (1n accor2ance wiih section 1905(a)(19)
2z section 1915(g; ©f{ thne Ace).

X. Provided: X WwWith limitatione*
Not provided.

b. Special tuberculosis (TB) related services under section 1902(z)(2)(r) of
the Act.

Provided: Wwith limitations*®

x. Not provided.

2C. Extended services for pregnant women.

4. Pregnancy-related and postpartum services for & 60-day period after the
pregnancy ends and for any remaining days in the month in which the 60th

day falls.
* +4e
X Provided: X Additional coverage
b. Services for any other medical conditions that may
coaplicate pregnancy.
* +4
X Provided: __ Addirional coverage __ Not provided.

21. Certified pediatric or family nurse practitioners' services.

_X Provided: __ No limitations X With limitatfions*

Not provided.

* Atzached is a list of major categories of services (e.g., inpatient
hospital, physician, etc.) and limitations on them, if any, that are
available as pregnancy-related services or services for any other sedical
condition that may complicate pregnancy.

++ Attached is a description of increases in coversd services beyond

limitations for all groups described in this attachment and/or any
additional services provided to pregnant women only.

*Descr.ption provided on attachment.

TN No. 9616

Supersedes Approval Date .
TNP;O_ 95-20 PP

3395 Effective Date 7-1-96




Revision: HCrA-P¥-87-4 (2xe) gfrlﬁ A
MARCH 1987 TIACOXYT 3.1-B

Page 8
Gl Bo. 09380193

State/Territory: ILLINOIS

ANOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED
MEDICALLY WEEDY CROUP(S): All

22. :m;t:g ::r:h:oz:;u (1n sccordance with sectioca 1902(e)(9)(A)
£X7 Provided: [/ Bo liaitations /57 With 1ialtationst
L:-I- Not provided.
23. Any other medical care and any other type of remedisl] care recognised
under State law, specified by the Secretary.
s. Transportation.
&7 Provided: [/ Bo llaitations A7 With limitetioast
b. Services of Christian Sclence nurses.
(&7 Provided: (7 o lliaitstloas [/ With llaitsticast
¢. Care and services provided in Christian Science sanitoris.
L7 Provided: [F Mo lialtations (7 with limitstloast
d. ::l:::‘ pursing facllity services provided for pstieats under 21 years
&7 Provided: [ Bo lialtsticas [/ with Haltationst
o. Emergency bospital services.
(¥ Provided: ([ Bo limitstions (7 Witk limitaticass
f. Personal care urﬂe‘o in mlploat"o Se-i. fuo;risd h oeeoMo
with 8 plan of trestaent and furmished by a gqualified persca under
wp_orvlalea of & reglstered surse.
[X7 Provided: [/ Bo limitsticas [X/ with limitationst
::n':nfo];-ﬁ Approval Dete _Z—25-7:7 Bffective Date _10-1-91
™ Wo. _90-4

NCTA ID: 1042P/0016P



Revision: HCFA-PM-94-9 (MB) ATTACHMENT 3.1-B

DECEMBER 1994 Page 9

State/Territory: ILLZNOLS

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S) All - specified in Item C
of Attachmenc 2.2-

24. Home and Community Care for Functionally Disabled Elderly Individuals, as
defined, described and limited in Supplement 2 to Attachment 3.1-A, and
Appendices A-G to Supplement 2 to Attachment 3.1-A.

Provided X Not Provided

25. Personal care services furnished to an individual who is not an inpatient
or resident of a hospital, nursing facility, intermediate care facility for
the mentally retarded, or institution for mental disease that are (A)
authorized for the individual by a physician in accordance with a plan of
treatment, (B) provided by an individual who is qualified to provide such
services and who is not a member of the individual’s family, and (C)
furnished in a home.

Provided: State Approved (Not Physician) Service Plan Allowed
Services Outside the Home Also Allowed
Limitations Described on Attachment
__X Not provided.
TN

No. 96 -1 .

Supersedes Approval Date 7/<J5:’5aé Effective Date 01-0i-96

“N No. 93-2




